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httpIntroduction: Endovascular stenting of popliteal occlusion is a common procedure in vascular practice.
Stent fractures normally cause restenosis or occlusion of the arterial segment treated.
Report: We present a case of a large aneurysm of the popliteal artery that was observed 14 months after
popliteal stenting with self-expandable nitinol stent.
We describe the endovascular approach that has been used to solve this severe complication.
Discussion: Stent fractures are often a hidden complication of femoro-popliteal stenting that can be associated
with important disease; a careful follow-up and prompt management in expert hands in the majority of the cases
lead to a favourable resolution.
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Open access under CC BY-NC-ND licenseaneurysmEndovascular stenting of popliteal occlusion is a common
procedure in vascular practice.
The introduction of nitinol stents with ﬂexible geometry
provides excellent results in terms of patency.
The most frequent complication of popliteal stenting is
restenosis or occlusion, which in some cases is due to stent
fractures.1
We present the case of a large false aneurysm of the
popliteal artery secondary to the fracture of a nitinol stent
implanted 14 months before.
This rare complication was managed by an endovascular
approach.
CASE REPORT
A 67-year-old man with a history of hypertension, high
cholesterol, previous bilateral carotid endarterectomy and
endo-vascular aortic repair (EVAR) was referred to our unit
because of a retropopliteal pulsatile mass. He had under-
gone an infra-popliteal stenting 14 months earlier in order
to treat peripheral arterial disease with severe right-calf
claudication. The stent implanted was a self-expandable
nitinol stent 7  100 mm (LifeStent Bard). The stent had
been investigated a year previously with multiple Duplex
ultrasonography not showing any problem and normal ﬂow
was detected in the anterior tibial artery and ﬁbular artery
(chronic occlusion of the posterior tibial artery). According
to the patient, he had noticed the mass in the last month,of Original Article: http://dx.doi.org/10.1016/j.ejvs.2012.10.020
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hospital. A new ultrasound scan was then performed and
showed a large popliteal aneurysm with normal ﬂow
present distally and a fracture of the stent conﬁrmed with
computed tomography (CT) that moreover detected a 2.8-
cm dilatation of the popliteal artery.
Based upon the characteristics of the pseudo-aneurysm,
an endovascular procedure was proposed. Under local
anaesthesia, the right common femoral artery was punc-
tured in antegrade fashion and a 7-F sheath deployed. An X-
ray of the popliteal region highlighted the complete double
stent fracture and digital arteriography showed the large
pseudo-aneurysm (Fig. 1). After the administration of
5000 IU of heparin, a 0.035 guidewire was passed across the
fractured stent and was stopped distally in the anterior
tibial artery. A 5-mm balloon was inﬂated in popliteal artery
in order to verify the correct position of the guidewire
inside the stent lumen. At the end of the procedure,
a 7  100 mm Viabahn endoprosthesis was delivered into
the stent obtaining a complete exclusion of the pseudo-
aneurysm (Fig. 2).DISCUSSION
Stent fractures represent a common complication after
peripheral endovascular procedures; the most frequent
clinical presentations are restenosis or reocclusion, while
aneurysms are rare.2,3
In our case, the two stent fractures could have been the
cause of a wall tear evolving on time in a false aneurysm.
In our centre, only a few cases of stent fractures have
been observed; in all cases, the stent had been placed in
either the femoral and popliteal region (distal third of the
superﬁcial femoral artery (SFA), proximal to the popliteal
artery), no case of fracture has been reported after stent
deployment in the popliteal segment.
Figure 1. X-ray of the popliteal region highlighted the complete double stent fracture and digital arteriography showed the large pseudo-
aneurysm.
e16 EJVES Extra Volume 25 Issue 3 March/2013This data is consistent with the literature: we found many
studies reporting stent fractures in the femoro-popliteal
segment but no reports of intra-popliteal fracture.4
Scheinert5 in 2005 reported a strong association
(approximately 66%) between stent fractures and either
restenosis or occlusion. The level of stenting in the femoro-
popliteal segment was found not to be signiﬁcantly related
to fracture rates; conversely, there was a signiﬁcant asso-
ciation with the number of stents implanted, with fracture
rates being lower for single stent and higher for three or
more stents.
Normally, we use the self-expandable nitinol Lifestent in
the distal third of the SFA and in the popliteal arteryFigure 2. Viabahn endoprosthesis deliverebecause, in our opinion, the structure of this stent is
optimal in order to support the forces of torsion and
bending characteristics of this arterial segment.
Our experience with the nitinol Listent shows a low rate
of restenosis and fractures requiring secondary procedures.
In our unit, follow-up is performed with ultrasound scan
at 3 and 9 months after surgery and annually thereafter and
the patient undergoes angiography only in case of wors-
ening of symptoms or if duplex ultrasound shows restenosis
with a signiﬁcant peak systolic velocity. In the group of
patients who underwent secondary procedures, a minimal
number of fractures have been detected; this is the ﬁrst
that led to a false aneurysm.d and ﬁnal intraoperative angiogram.
L. Garriboli, A.M. Jannello e17In our Division, the surgical approach is the treatment of
choice for popliteal aneurysm while the endovascular
approach is adopted only for selected cases.
In conclusion, stent fractures are often a hidden
complication of femoro-popliteal stenting that can be
associated with important disease; a careful follow-up and
prompt management in expert hands lead to a favourable
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